While the uptake of palliative care in the United States is steadily improving, there continues to be a gap in which many patients are not offered care that explicitly elicits and respects their personal wishes. This is due in part to a mismatch of supply and demand; the number of seriously ill individuals far exceeds the workload capacities of palliative care specialty providers. We conducted a field trial of an intervention designed to promote the identification of seriously ill patients appropriate for a discussion of their goals of care and to advance the role of nonpalliative care clinicians by enhancing their knowledge of and comfort with primary palliative care skills. At 3 large Midwestern academic medical centers, a palliative care physician or nurse clinician embedded with a selected nonpalliative care service line or unit on a regularly scheduled basis for up to 6 months. Using agreed-upon criteria, patients were identified as being appropriate for a goals of care conversation; conversations with those patients and/or their families were then conducted with the palliative care specialist providing education, coaching, and mentoring to the nonpalliative care clinician, when possible. All of the sites increased the presence of palliative care within the selected service line or unit, and the nonpalliative care clinicians reported increased comfort and skill at conducting goals of care conversations. This intervention is a first step toward increasing patients' access to palliative care to alleviate distress and to more consistently deliver care that honors patient and family preferences. Keywords palliative care integration, primary palliative care, expanding access to palliative care, coaching nonpalliative care clinicians, embedding palliative care, multisite field trials
Introduction
Although most very seriously ill patients in the United States prefer symptom-directed care over life-prolonging therapy, there is too frequently a substantial disconnect between the care patients want and the care they receive. [1] [2] [3] [4] [5] [6] Communication among providers and patients about goals of care is often sporadic and initiated late in the course of illness, contributing to poor outcomes, distress, and failure to deliver care that honors patients' preferences. 1, [6] [7] [8] [9] However, when patients and providers engage in discussions early, patients are more likely to receive goal-directed and less aggressive care near death and to experience less hospitalization, improved quality of life, and a greater likelihood of hospice enrollment. 3, 8, 10, 11 Patient-provider communication about goals of care and treatment preferences remains suboptimal for a number of reasons. 6, [12] [13] [14] A primary factor is the mismatch of supply and demand; the number of seriously ill individuals far exceeds the workload capacities of palliative care providers. 6, 15, 16 Nonpalliative care specialists can provide primary palliative care by weaving palliative care principles into patient care practices, but many lack training and feel unprepared to effectively discuss end-of-life issues with their patients. 14 Health systems are tasked with establishing expectations for primary palliative care skills (especially communication skills) for frontline providers and a system for identifying patients who need specialtylevel palliative care. 8, 15, 16 Education for physicians, nurses, and others can strengthen an organization's ability to meet patients' palliative care needs. [16] [17] [18] [19] Establishing a palliative care team presence in a specialty unit can promote a more sustainable model of palliative care delivery. 16, 20 Integrating palliative care providers with other specialties facilitates palliative care uptake through criteriabased identification of patients appropriate for goals of care conversations and through coaching and mentoring frontline providers in communicating effectively with patients and their families about end-of-life issues. Others have demonstrated the benefits of integrating palliative care into specialty units [20] [21] [22] [23] ; however, practical approaches to implementing these models in the clinical setting are needed. With that in mind, we conducted a multisite field trial to test whether embedding a palliative care specialist in a partnering specialty unit or service line would (1) increase the number of seriously ill patients to whom palliative care is offered and (2) enhance nonpalliative care clinicians' comfort and skill in communicating with these patients and their families about end-of-life issues.
Methods
The project was conducted as a rapid-cycle field trial of an intervention intended to increase the identification of seriously ill inpatients appropriate for a discussion about goals of care and to enhance nonpalliative care clinicians' primary palliative care skills. A pre/post nonequivalent control group design was used. A volunteer cohort of 5 US academic medical centers was recruited. Participation required a multidisciplinary palliative care team with staffing adequate to accommodate the implementation of the intervention plus project management.
The project involved a 2-part intervention: (1) embedding with a service line or unit to identify patients appropriate for a conversation regarding care preferences; and (2) coaching nonpalliative care specialty providers on the conduct of goals of care discussions with seriously ill patients and their families. For the embedding process, a member of the palliative care team (physician or nurse clinician) partnered with a selected nonpalliative care service line or unit on a regularly scheduled basis for a minimum of 2 days or 5 h/wk for up to a 6-month period (February 2016-July 2016). The partnering service line or unit was selected based on preexisting expressions of interest in increasing palliative care services for its patients or because of perceptions that patients were underreferred or referred late in the course of their illness. The palliative care team and service line/unit faculty at each site convened a working group to plan the project and to reach consensus on criteria for identifying seriously ill patients appropriate for a goals of care conversation. Criteria for identifying patients could be explicit (specific diagnoses or conditions) or implicit (clinician assessment of patient status). The embedding process entailed participating in rounds or another patient review forum to screen and identify patients appropriate for the initiation of a discussion about goals of care. During these sessions, when possible, the palliative care clinician provided informal education on palliative care practices through didactic content and modeling.
For patients identified as being appropriate for the initiation of a goals of care discussion, the patient would be seen, when possible, jointly, by clinicians from both services. The specialty service physician would lead the discussion, and the palliative care specialist would provide education, coaching, and mentoring, before, during, and after the discussion, as needed. This coaching was conducted using principles taught in the VitalTalk curriculum, "Coaching in Real Time," which was provided to all project participants as an in-person half-day program taught by senior VitalTalk faculty in Chicago in December 2015.
Measurement
Baseline data were collected for a 2-month preintervention period. The patient population or census on the partnering unit or service line for at least 2 d/wk constituted the denominator; the numerator was obtained by chart review of a random sample of at least 20% to determine the number of patients with whom a goals of care discussion (by any provider) was documented. This percentage was used as the baseline rate.
For the 6-month intervention period, data included the daily number of patients on the unit or in the service line, those screened, those found to be appropriate for a goals of care discussion, and those with whom a conversation was held. Additionally, an adapted tool 24 was used to survey nonpalliative care providers coached during the project regarding perceived changes in their skill and comfort with conducting goals of care conversations with seriously ill patients.
The project fully met the definition of, and was conducted as, a Quality Improvement project; as such, institutional review board review was not required (45 CFR part 46). 25 
Results
Five hospitals were recruited, but 2 dropped out early in the project. One felt that its partnering service line did not have adequate faculty resources to participate fully, and the other cited inadequate palliative care resources. The 3 remaining sites were large Midwestern academic medical centers with established multidisciplinary palliative care programs. Processes, insights, and results of each site follow, reported separately.
Because the 3 sites conducted their embedding processes for varying time periods within the 6-month intervention phase, trends over time for 2 sites were analyzed by creating time periods of relatively equal numbers of days. Because of a relatively short intervention duration, 1 site's data were not analyzed for trending (see Table 1 ).
Palliative Care Team 1
Process. Palliative care team 1 was at a 713-bed Midwestern academic medical center. It partnered with the trauma service in the surgical intensive care unit (SICU). The palliative care team's nurse clinician rounded with the trauma service team in the ICU 2 to 4 days a week for 6 months. Rounds included surgical attendings, residents, physician assistants (PAs), nurse practitioners (NPs), social workers, and nurse case managers. During rounds, the group would identify patients appropriate for a goals of care discussion, using criteria that included age, Glasgow Coma Scale score, and number of comorbidities. The palliative care nurse clinician provided coaching to trauma clinicians on effective approaches to conversations with these patients.
Palliative care team 1 embedded with its partner unit for 53 days, from February 10 through August 2, 2016, for a total of 155.5 hours. The team screened 560 patients, found 89 to be appropriate for a conversation, and held conversations with 60 (see Table 1 ).
Insights. Factors that facilitated the intervention included the time spent rounding-2 to 4 h/d, 2 to 4 d/wk; this demonstrated palliative care's commitment to the partnership and to meeting the needs of the service's patients. The nurse clinician noted that the 6-month time frame enabled the partnership's success; she felt that it took 2 months to learn the unit's routines and culture and the patients' characteristics, 2 months for the trauma providers to internalize and gain confidence in the skills they were learning, and 2 months for the partnership to do its best work. This success was attributed to the palliative care program's ability to allocate adequate time for the nurse clinician to be regularly present on the unit.
Obstacles to real-time coaching included the fact that attendings, who rotated on and off service, had divergent attitudes about palliative care and, therefore, different levels of interest in the project. Residents, PAs, and NPs were most interested in the goals of the project. It was often difficult to schedule a patient conversation at a time convenient for the trauma and palliative care providers. Moving forward, the palliative care team plans to include SICU bedside nurses in its educational efforts.
Palliative Care Team 2
Process. Palliative care team 2 was at a 550-bed Midwestern academic medical center. It partnered with the organization's cardiology service in the cardiac ICU. Their main liaison with the service was an advanced practice nurse (APN) interested in integrating palliative care into the care of cardiac patients earlier in their trajectory. The objective was to facilitate early introduction of the palliative care team to cardiac patients for goals of care discussions, care planning, symptom management, or, when appropriate, transfer to hospice or comfort care.
Starting on February 1, 2 palliative care nurses participated in interdisciplinary table rounds on the cardiac ICU for 15 to 30 minutes, 2 to 3 days a week. Each patient's primary diagnosis, current status, and treatment plan were reviewed to identify patients whose disease had progressed or for whom a goals of care conversation was desired by the patient, family, or physician. Requests or recommendations for palliative care consultation were made by the cardiac APN and the palliative care nurses. With the agreement of the patient's cardiologist, an order for a palliative care consult would be placed, and the palliative care team would follow its regular consult process. This schedule was carried out throughout February and the beginning of March; however, the APN was on leave for 2 weeks in March and then announced her retirement in April. From that point on, the rounding process became much less frequent and it was eventually discontinued in May.
Palliative care team 2 embedded with its partner unit for 25 days, from February 1 through April 12, 2016, for a total of 8.9 hours. During that period, the team screened 196 patients, found 54 to be appropriate for a conversation, and held conversations with 31 (see Table 1 ).
Insights. It was the hope of the palliative care team to establish relationships with patients at an earlier stage in their disease progression, but because this intervention took place in the cardiac ICU, many patients already had advanced disease. The intervention was beneficial in that it provided access to a group of patients who might benefit from palliative care services and raised the visibility of palliative care providers among cardiology clinicians. However, the palliative care staff were exceptionally busy during this period of time, and, given the rotation of attendings and residents on the cardiology service, their contact was somewhat fragmented. Furthermore, relying on 1 individual (the APN) as their main contact left the palliative care team without an essential link to the cardiology team when she retired, and the project could not be sustained for the anticipated 6-month period.
Palliative Care Team 3
Process. Palliative care team 3 was at a 1032-bed Midwestern academic medical center. It partnered with an affiliated cancer center by expanding an existing initiative in the outpatient setting being conducted as part of a Center for Medicare & Medicaid Innovation (CMMI) Health Care Innovation Award. The grant involved Medicare/Medicaid patients with solid tumor stage III/IV or recurrent or progressed disease. This project expanded on the grant by including its patients as a trigger population for palliative care. Goals of care and prognosis were discussed for all admitted CMMI patients. Admitted patients were assigned to 1 of 2 inpatient oncology teams, 1 staffed by NPs and 1 by residents. On February 1, the palliative care physician began to round with these teams 2 days each week. Over the course of the project, it was sometimes difficult to coordinate the schedules of the 2 oncology teams with that of the palliative care clinician for rounds and to conduct conversations with patients. However, after revising her schedule, the palliative care physician was able to round with the 2 oncology teams 2 d/wk for most weeks.
Palliative care team 3 embedded with its partner unit for 27 days, from February 1 through May 12, 2016. During that period, the team screened 82 admissions, all of whom were deemed appropriate for a conversation and held conversations with 32 (see Table 1 ).
Insights. The decision to participate in this project was advanced by strong interest of the cancer center and palliative care leadership. The preexisting structure of the CMMI grant provided useful resources to the project team; for instance, lists of patients being admitted to the hospital were generated daily. The primary obstacle to conducting joint goals of care conversations with or coaching cancer center staff was difficulty in finding adequate time for these activities. Additionally, the rapid turnover of residents led to some discontinuity and fewer opportunities to provide educational interactions.
Overall Project Findings
Conversation rates. Rates of conversations with patients in the units or services before and during project implementation were compared, using denominators of charts reviewed for the preintervention period and screened patients for the intervention period (see Table 2 ). Only 2 teams achieved improved rates; neither of these were statistically significant at P > .05 level.
Furthermore, the number of conversations did not increase during the intervention period. For team 1, conversations were held with 20, 26, and 14 patients over the 3 time periods, and for team 3, conversations were held with 14, 8, and 10 patients over the 3 periods (see Table 1 ).
Perceived learning survey. An adapted survey 24 assessed perceived changes in skill and comfort of the coached nonpalliative care providers with conducting goals of care conversations. Fourteen surveys were collected and combined for analysis (see Table 3 ). Survey respondents provided qualitative feedback on their experience (see Table 4 ).
Discussion
This project is among the first of its kind to explore the effects of embedding palliative care providers into nonpalliative care specialty service lines or units in a multiple-site field trial. The model used in this project differed from those reported by others who have implemented integration models [20] [21] [22] [23] in that our teams' palliative care clinicians embedded with a partnering team for a limited (up to 6-month) period, with a primary focus on not only identifying patients in need of goals of care planning but also on coaching and mentoring nonpalliative care providers in primary palliative care skills. The ultimate objective of the effort was to increase the numbers of patients having access to palliative care services by extending the skills of nonpalliative care providers to offer primary palliative carea "more sustainable model" 16(p1173) given the gap between demand for palliative care services and the already saturated capacities of palliative care specialty providers.
We found that within the bounds of the parameters for implementing the project's model and methods, there was considerable variation among the 3 sites' implementation processes, driven by each site's unique characteristics. These characteristics influenced the selection of the partnering service line or unit, the rounding processes, and the methods used to educate and coach nonpalliative care providers. Flexibility and adaptability are clearly required for the successful implementation of new care delivery models.
The model shows promise, but because of the limited scope and duration of this project, we were able to demonstrate only modest effects. Interestingly, the number of conversations did not increase during the intervention period. It appears that a ceiling of conversations was reached at each site, probably due to limited resource capacity of the palliative care and specialty team providers. Regular interaction between palliative care and specialty team clinicians over a longer period of time might result in increased palliative care uptake as frontline physicians become more comfortable and familiar with palliative care services. 6 Focusing on residents and mid-level providers, who expressed the greatest interest in learning these skills, may be beneficial.
Among the main limitations of the project was the lack of data to track goals of care conversations following the completion of the intervention period. Given that the true objective of the project was to increase the provision of primary palliative care by nonpalliative care providers, our lack of postintervention data leaves us with an incomplete story and represents a major opportunity for future investigation. Additionally, the project did not measure patient-related outcomes, such as transitions to comfort care or hospice, cost of care, or patient and family satisfaction.
Another relative limitation is the limited number of sites participating in the project. We knew that recruitment would be difficult given the level of resources required for participation and set our initial enrollment target at 4 to 6 hospitals. We met this target; 5 hospitals signed on, but then 2 withdrew due to resource limitations. The 3 organizations that remained in the project all described the need to be highly flexible in their implementation, accommodating changes in schedules, personnel, and available resources. Each site found that a project of this scope and complexity requires tremendous determination and perseverance, even when everyone involved is fully committed to the purpose and the completion of the project.
All participants found the experience to be beneficial, for the team and for the future effectiveness of palliative care services at their organization. All planned to build on the intervention and saw the experience as educational for themselves and for their nonpalliative care partners. This model represents a starting point for an approach to expanding access to palliative care services for greater numbers of seriously ill patientseven in the face of growing demand and limited palliative care resources. Incredible experience that has changed the way I approach conversations with patients/families. I wish everyone could have this type of experience to learn how to better address palliative issues Excellent! She offered input when I got stuck and had constructive recommendations for future conversations Extremely helpful. I have been able to develop that skill set and awareness so that I am more independent in practice It seems to me that we frequently think about goals of care, but don't necessarily bring it up as soon as we should. I think that the project makes me consider these discussions earlier More open, more confident, and less nervous about it. I now have more understanding in how to approach patients regarding difficult goals of care questions We need a presence to facilitate these conversations in a very busy ICU! The specific experience I had showed me that I need to be concrete with the information I provide and to also allow the family to have time to work through their feelings-things I already know, but good to see reinforced Compassion, empathy, and communication are so important in endof-life and ICU care. Being able to designate a key family contact, clarify values and patients' wishes, and apply these to the medical care plan are all important Abbreviation: ICU, intensive care unit.
Declaration of Conflicting Interests

